A liaison psychiatrist works in a general hospital and is responsible for giving the psychiatric service to that hospital. The accident and emergency (A&E) department is an integral part of the hospital and many admissions arrive via that department, but the psychiatric service to the department is not always regarded as part of the responsibility of the liaison team.
The level of psychiatric service to A&E can vary greatly. At one extreme the two departments are closely related both geographically and operationally. An example of this is the service at Leeds General Infirmary described by House1.
Here the liaison psychiatry ward is only yards from the A&E department and staff of each department have close and regular contact. In contrast, there remain general hospitals with A&E departments that have little or no psychiatric input and where A&E staff have great difficulty in obtaining a psychiatric opinion.
THE NEED FOR A SERVICE
A&E physicians and liaison psychiatrists would regard the need for a rapidly responding and effective psychiatric service as self-evident. Most of our patients would also expect a psychiatric input to be available at an A&E department just as they would expect access to other medical specialties.
Unfortunately, many planners and purchasers, and some psychiatrists, do not share this view. The current trend is for psychiatric services to be developed 'in the community' and, oddly, the A&E department is not regarded as part of the community. Alternative services-for example, community mental health centres are often not open to emergency use outside 'normal working hours'. In many areas, apart from self-referrals, there seems to be a trend amongst general practitioners, police surgeons, police officers and even solicitors to refer to the A&E department for emergency psychiatric assistance. There has been a view for some time that such 'inappropriate' use should be discouraged but an alternative policy would be to recognize the accessibility of A&E and ensure that facilities and staffing are adequate to provide a service for psychiatric emergencies equal to that provided for other medical emergencies. General Infirmary, Leeds LS1 3EX, UK Johnson and Thornicroft2 reported that the A&E department was used as 'normal practice' for assessing psychiatric emergencies in 50% of districts during office hours and in 65% of districts out of hours. Gater and Goldberg's study3 of pathways to psychiatric care in South Manchester showed that 16% of new patients accepted into the psychiatric service arrived via the A&E department. Surveys of the proportion of attenders at A&E attracting a psychiatric diagnosis usually indicate rates of around 2%4. These studies have produced information on those attenders diagnosed as having psychiatric disorders, but what of those not formally diagnosed? Salkovskis et al.S found that 35% of non-psychiatrically diagnosed attenders had abnormally high scores on two rating scales for psychiatric morbidity (General Health Questionnaire-30 and Hospital Anxiety and Depression Scale). On follow-up one month later these scores were maintained. However, a cognitive behavioural intervention did not reduce the scores or the rate of repeat attendance at A&E below those in a non-treated control group6.
PROVISION OF A SERVICE
A joint report prepared by the British Association for Accident and Emergency Medicine and the Royal College of Psychiatrists recommended that the service should be provided by a properly resourced department of liaison psychiatry7. What are the arguments for this approach?
First, close working relationships between the two departments produce a more consistent approach than that achieved when several psychiatric teams are involved.
Second, rapid response is more readily provided by a team based in the same hospital. Many general hospitals do not have general psychiatric teams on site and, since more psychiatric services operate a sectorized and age-related policy, a variety of psychiatric teams would need to be involved depending on the patient's address and age.
Third, training of A&E staff, psychiatric staff, general practitioner trainees, undergraduates and others is facilitated by the presence of a dedicated psychiatric team.
Fourth, the presence of a specialized service encourages the development of teams for specific purposes. An example is the multidisciplinary deliberate self-harm assessment service at the Barnes Unit, Oxford, now replicated in many centres. The value of such a service can be seen by the effect on admission of poisoning cases to c4) medical wards. In 1979 before the provision of a dedicated liaison psychiatry service, 871 patients were admitted to general medical wards at Leeds General Infirmary with an ICD-9 code of poisoning. By 1985 this had fallen to 177 even though overall attendances for deliberate self harm had risen. Prompt assessment had allowed shorter lengths of stay and hence the possibility of admitting most such patients to the overnight-stay A&E ward.
Of course, not every hospital has a liaison psychiatrist, so an alternative service has to be developed. There are also arguments against the service being provided by liaison psychiatry.
It can lead to discontinuity of patient care from a psychiatric point of view. 30% of the referrals from A&E to liaison psychiatry at Leeds General Infirmary are currently, or have recently been, under the care of a psychiatrist. It could be argued that these patients would be better seen by a member of their own psychiatric team.
A second objection is that the specialist liaison team cannot offer appropriate follow-up to all patients seen in A&E. There is often difficulty in arranging inpatient or outpatient care from the relevant 'sector-based' psychiatric team; however, an alternative system whereby each team saw their own A&E referrals would be cumbersome and produce a delayed response. In large cities there are many psychiatric teams and in rural areas large travelling distances make a prompt response difficult. Most general psychiatric teams are greatly overburdened with work and have difficulty in responding to calls from the general hospital.
A third argument against use of liaison psychiatrists is that many A&E referrals require a specialist input. In most areas old-age psychiatrists prefer to see patients over 65 themselves; and, even where a liaison service exists, child and adolescent psychiatrists usually see referrals of patients under 16. Problems of drug and alcohol misuse are common and could benefit from a direct input from a specialist team. Wylie et al.8 audited referrals of deliberate self-harm patients to a specialized addiction unit and found that only 38% attended. It was suggested that a link community psychiatric nurse working between the two departments would be a more effective way of dealing with this client group.
If the hospital concerned has a general psychiatry unit on site, most psychiatrists will be based in the hospital and many of the above difficulties can be overcome. In these circumstances the argument for a specialist liaison psychiatry team providing the service to A&E is weakened.
A wider question to be answered would be whether the service needs to be provided by psychiatrists at all. Some services are nurse-based and psychiatrists are called in only if the nurse judges this to be necessary. Whether such services are more or less expensive or effective is not training opportunities for staff in both departments.
Psychiatric staff in training require access to supervision THE MODEL SERVICE Medical staffing
One consultant psychiatrist should be nominated as having special responsibility for administering the service to the A&E department; in most hospitals this would best be the consultant who is nominated as responsible for the deliberate self-harm service. The Royal College of Psychiatrists has recommended that there should be at least five consultant liaison psychiatrist sessions for the average district general hospital. However, where an A&E department is situated in a large city this is likely to be in a teaching hospital with many departments attracting secondary and tertiary referrals. Such hospitals will require at least one full-time liaison psychiatrist. One of the duties of such a consultant will be to ensure that a suitably qualified psychiatrist is available to attend the A&E department promptly when necessary.
Nurse staffing
It is helpful to have psychiatric nurses working as part of the staffing complement of the A&E department. However, as an unfortunate consequence of changes in nurse education, 'doubly qualified' nurses are becoming less available for such posts. Attachment of a community psychiatric nurse to an A&E department can reduce the subsequent use of National Health Service facilities for A&E attenders9. In 1995 a House of Commons Select Committee10 stated, 'The appointment of a senior mental health nurse is accepted as one method of encouraging close cooperation between mental health services and A&E departments. This recommendation will be brought to the attention of nurse managers in the NHS by Regional Directors of Nursing'. How many nurses have been appointed as a result of this recommendation? Psychiatric social workers An 'approved social worker' needs to be available should detention of patients under the Mental Health Act be necessary but a psychiatric social worker as part of the psychiatric multidisciplinary team is a great asset in assessing and managing referrals from the A&E department.
Facilities
Psychiatric staff require a room in which they can interview patients and others in privacy and safety. The room should have an outward-opening door, panic alarms and an observation window for staff safety.
Training and supervision
Joint working between the two specialties affords excellent clear. from more senior colleagues. A daily supervision meeting where all referrals can be discussed is ideal. Psychiatric staff should participate in the teaching of A&E staff. CONCLUSION The provision of a service to accident and emergency medicine offers the opportunity for an important and stimulating aspect of liaison psychiatry. Both specialties can benefit from joint working and training, and in consequence many attenders at the A&E department will receive better care.
